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The Child Guidance Clinic chosen for this study is one of the three
services operating in the Mental Health Division, Department of Public
Health, Washington, D. C. It was established to make available psychiatric
and related services to children ’^th emotional and behavior problems and
to their parents. These services are available to all children who are resi¬
dents of the District of Columbia for at least one year. The Clinic uses
the services of four disciplines: Psychiatry, Psychology, Social Work, and
Public Health Nursing,
It had its beginning in November, 1945 as a consultation service for
children. At that time it was operating in cooperation vdth the public
school system. In June, 1946, this Clinic was reorganized into an indepen¬
dent treatment center known as the Child Guidance Clinic, D, C, Bureau of
Mental Hygiene, It has offered services to children with emotional and be¬
havior problems since that time.
In Inarch, 1946, the Bureau was expanded to give psychiatric services to
adviltsj in May of that same year a clinic for the treatment of epileptic
patients was established. Since 1949» the clinic has been a member of the
American Association of Psychiatric Clinics for Children. As the Bureau
has gTOwn, more and more requests have come from the community for education
of the general public for the prevention of mental illnesses, in addition
to the clinic services.
This clinic accepts children with all psychiatric disorders which will
respond to and are accessible to psychotherapy. Although this eliminates
direct treatment for the feeble-minded child, the clinic still offers diag~
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nostic services to these and all children. Consultation and treatment are
offered to the parents of these children also.
The three main categories of services offered by the clinic are: diag¬
nostic studj'-, treatment and consultation. The diagnostic study is done by
pooling social information and clinical observation and making recommendations
concerning future steps for the parent, child, referring agency and the
clinic. This study includes an intake interview with the parent; vrinich is
done by the social worker or public health nurse; and, a diagnostic inter¬
view by a psychiatrist with the parent and child. If it requested or seems
indicated, the child is tersed by a psychologist during this period. A
child may or may not be tested during a course of treatment. Sometimes the
child is tested during therapy at the request of his therapist. Physical
examinations are required on all children. After a diagnostic study is com¬
pleted, a planning conference is often held with the parents to explain the
clinic findings.
Consultation consist of a less intensive service than treatment. This
service may range from one to several interviews around a few areas which
serve to give some clarification of an immediate problem, and how it may best
be handled. If parents are anxious, worried and feel the need for psychi¬
atric consultation, these parents are seen in the Child Giiidance Clinic for
such services, even though they may not be able to persuade their child to
come to the clinic. This is especially true in the case of adolescents.
Parents of infants and small babies are often seen for consultation and
guidance service, as well as parents of all children.
Treatment may be in the form of individual or group therapy, sometimes
depending on what is best or beneficial for the child and parent. Since the
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focus of treatment is on parent-child relationships, at least one parent
must assume the responsibility of regvilar participation in the treatment
process. However, due to the demands of meeting realistic situations, clinic
policy is flexible. If the parent of an adolescent cannot or will not par¬
ticipate in treatment, the child may be seen alone for treatment with the
parents' permission. In these cases the clinic works closely with a parent
substitute. For example, children vho are seen in institutions who are seen
in treatment are seen along with social workers from the institutions.
The goal of treatment of the clinic is to help parents and children par¬
ticipate in a treatment process whereby both undergo a growth experience.
As a result they are better able to utilize their capacities to live more
harmoniously in their interpersonal relationships and social adjustments.
This clinic is now in its tenth year of operation. When an agency has
been in a long period of functioning, it is well that the agency objectively
set forth the degree to which it is meeting the problem that justified its
beginning. Each week approximately six patients apply to the Child Guidance
Clinic for one or more of its services. In 1949» an analysis was made of
services received in this clinic by children with emotional and behavior prob¬
lems. The clinic had been in operation for five years at that time.
The present study ;id.ll present a compilation of services received by
patients during a one year period, 1954. Its purpose is to analyze the
services received, during a one year period, by children with emotional and
behavior problems. These data will be of help in determining the character
and extent of services offered by this clinic in a given period of time.
The infoniiation is presented in a statistical mainner. Tables and graphs
are used to set forth dataaround the major aspects of the clinic's operations,
namely, the intake interview, the diagnostic interview, psychological testing.
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therapy consultation and foUovf-up, The 182 case samples include cases of
patients vdao received seirvices between January 1 and December 31, 1954. The
data were collected from the case records by use of schedule. The 182 cases
used were of patients receiving services during 1954 and closed during that
year. All cases were from the closed files.
CHAPTER II
ANALYSIS AND INTERPRETATION OF FINDINGS
Source of Referral
The initial contact vidth the Mental Hygiene Clinic is through referral.
Referrals are nade by parents, schools, or other interested persons vdio have
knowledge of the clinic's services. Regardless of the referral source, the
requires a written application from the parents, if the child is with the
parents or in contact with them. Where there is no parent or parent-substi¬
tute, the referral source assumes this responsibility. When a child is re¬
ferred by a social agency or school, the parent is advised to contact the
clinic for an appointment.
It is the common goal in all referrals regardless of the source, to help
the child resolve his difficulty and live more harmoniously in his relation¬
ships.
Three steps are necessary to accomplish this goal;
1, Helping the patient to accept referral,
2, Preparing the referral agency to be receptive to the patient,
3, Seeing that the patient actually gets to the agency.l
These steps are especially true in the case of social agencies and
schools.
Schools, social agencies and medical doctors have always been largely
responsible for the referrals to Child Guidance Clinics, Schools usually
make the majority of referrals,
_
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CLOSED CASES, 1954 BY SOURCE CF REFERRAL





Social Agency 31 12.
Friend 6 3.03
Former Patient 3 1.5
In 1937> Norther New Jersey Clinic’s most frequent re¬
ferrals were from schools, 37«, social agencies 26%, and
physicians and hospitals lk%»
The first mental hospital to study many children seems to
have been the Out-Patient Department of the Boston Psycho¬
pathic Hospital, vdiich accepted children from the time of its
opening in 1912, Children were referred by schools, courts
and social agencies of which constituted nearly half of its
first years intake,^
The majority of referrals, 73, came to the clinic from the public
schools. Table 2 shows school referrals with direct source.
The largest nimber of referrals came to the clinic from teachers. School
counsellors who are responsible for covinselling and guidance in public schools
made only five referrals. The large nunber of referrals made by school
nvu'ses gives some indication of their recognition of the child's emotional as
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well as physical illnesses. Attendance Officers usually come in contact
with children with behavior problems rather than emotional disturbances, and
they make their referrals to the courts. The school research department is
usually responsible for testing of the children. Only two referrals came
to the clirJLc from this department. Children referred from this department
to the clinic are referred for further study and possible treatment,. Schools
are in constant contact with children and are interested in some advice as
to how children with behavior problems can best be handled.
Schools usually want advice as to viiat can be done for the
children within the school situation or how they can get rid
of them entirely, and few of them seem to desire a casework
type of treatment,^
Practically all children are known to schools; they have
a professional-relationship that promotes a relatively objective
observation of children's behavior and needs,^
Teachers have an opportunity to observe the child in his relationship with






Thirty-one of the 182 referrals were made by other social agencies working
with children who have behavior problems. Table 3 shows the social agencies
active in making referrals in the 182 closed cases during 1954.
TABLE 3
CLOSED CASES, 1954, BY SOCIAL AGENCY REFERRAL
Agency Number
Total 31
Board of Public Welfare 12
Juvenile Court 9
Children's Village 2
Industrial Home School 2
Children's Protective Agency 2
Police Department 2
Family and Qhild Center 1
Travelers' Aid 1
The Childwelfare Division of the Board of Public Welfare has charge of
children in institutions, foster homes, and also has a protective services
branch. Referrals come to the Child Guidance Clinic from all these services
as well as from the Public Assistance Division, The Public Assistance
Division has recently started to do a special study on certain families, and
more referrals are being nade to the Child Gxiidance Clinic as a result of
this effort. In either case the child is given treatment if such is recom¬
mended by the clinic finding. The Vice Squad or Juvenile Bureau of the Police
Department refer children vdio exhibit delinquent sex behavior. These children
are given treatment if such is indicated. It is found in some cases when
children are referred to Juvenile Court for delinquent behavior, that psychi¬
atric treatment is necessary. These children sometimes have diagnostic study
done at the courts and are referred to the clinic for treatment. In other
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cases the child gets a diagnostic study and treatment in the clinic, "Courts
as well as schools have a feeling of being helped by the psychiatrist recont-
mendations and the staffs of clinics being interested in the types of cases
brou^t before them,"^
Of the 182 referrals, thirty-six were made by medical sources. The
majority of these referrals came from medical doctors. Table 4 shows the re¬
ferrals made to the clinic through medical sources,
TABLE 4





Epileptic Clinic 2 .
Other 2
The clinic is not widely used by medical doctors. Diagnostic services for
children with emotional problems are avsdlable in hospitals. The Epileptic
Clinic is one of the three treatment services of the Bureau of Mental Hygiene,
Although children receive treatment in this clinic, they are sometimes re¬
ferred to the Child Guidance Clinic for treatment. As reported in Helen
Witmer's book Psychiatric Clinics for Children, "referrals to child guidance
clinics by private doctors are very infrequently made."
Children discharged from hospitals who are in need for continued treatment




to engage additional persons to carry on a clinic program, for the most part
7
only diagnostic service is offered."
In many cases parents recognize that their child has a behavior or emotion¬
al problem, and bring him to the clinic on their ovm. Often the parent
learns about the clinic services through former patients or friends. Table 5
shows the number of cases referred to the clinic by parents, former patients
and friends.
TABLE 5






For the most part Child Guidance Clinics receive their
patients through the medivim of social agencies, including
schools and courts, many referrals from parents form a con¬
siderable part of the intake of some clinics,®
The number of referrals to Child Guidance Clinics by
friends has always been small, in 1932 abort "]% of referrals
in Northern New Jersey Clinics were by friends,*^
As is shown in Table 5, the nuiriaer of referral by parents is relatively
large. Educating the community in the area on mental illnesses is one the








of this illness as well as seeking professional help with their children who
have emotional and behavior problems.
The use of clinics by schools, social agencies, courts
and physicians are so well recognized that the individual
who refers himself or is referred by friends become fearfxil
of being labeled as a mental case.l®
Screening Interview
The first interview is held with the parent or representative from the
referring agency. This interview is referred to as Screening. The appoint¬
ment is given approximately three weeks after the referral. This, however,
is not always possible, and the time between the referral and screening is
longer. The screening interview is brief, and usually with the Chief Social
Worker. The main purpose of this interview is to get some idea of the pre¬
senting problem and to see if the clinic can meet the need of the patient or
if he should be referred elsewhere.
The content of initial interviews should not be so ex¬
haustive as to make the client overanxious or to seem to
settle the matter so that he will have no impulse to main¬
tain contact Tinless, as is sometimes true, the problem can
actually be solved simply and quickly in an interview or two.^^
In many instances, cases do not go beyond screening, as patients must fall
within a certain income group. That is, their income must be within a desig¬
nated range set up by the clinic. In terms of yearly incane, the first member




Gordon Hamilton, Theory and Practice of Social Case Work (New York, 1953),
p. 180,
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in high income groups are referred elsewhere and the case is closed at
screening. Some patients are given counselling as to how certain behavior
problems can best be handled, and the case is closed with this interview. In
such cases the problem is not too severe and the parent can handle it without
clinic help beyond this point.
When the social worker discusses the problem with the parent and finds
that it is not treatable in this clinic, the case is referred to the proper
agency and closed with the screening interview. Cases are also closed after
screening when the patient continues to break the intake interview appoint¬
ment, >hich follows the screening interview. The thirty-six cases closed at
screening in this study were closed for one or the other of these reasons.
Intake Interview
This is the interview vrtiereby a clearer picture of the inter-personal re¬
lations involved in the home situation are obtained. Special emphasis is
placed on the attitudes in and emotional climate of the parent-child relation¬
ship, In this interview the intake worker determines where the parent is at
this point in her understanding of the problem as well as her ability to cope
with it.
The intake process starts with an exploration of the "why"
of the patients coming to the clinic, what is it that troubles
him at this time sufficiently, to be wanting help. It is the
patient's own subjective interpretation of his problem which
is considered at this point inportant.^^
Pertinent data about family relationships, social situation, early develop-
12
Kurt Freudenthal, "The Contribution of Social Work Intake Process to the
Psychiatric Treatment Situation," Journal of Psychiatric Social Work,
(Septenber, 1950), p, 23.
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mental history and some information relating to the background of the parents
are taken at this time. Information concerning family relationships include
the parental attitudes and reactions toward the child and his attitudes and
reactions toward them. Family relationships also include the attitude and
behavior of other siblings toward the child as well as his reactions towards
his siblings.
Included in the data concerning social situations are; his adjustment in
the neighborhood, school and other social groups. His relationship with
teachers and other students are significant, Infornation peirtaining to the
child's developmental history is an important phase of the intake interview.
This inclxides as much factual data as can be given by the interviews about
the child from birth to the present time. Data obtained in the intake inter¬
views are used in formulating the working diagnosis.
The interview is given some support by the intake worker. This is
especially true in the parent who is often anxious and guilty.
Some aske for help easily; for others asking comes hard;
but whether hard or easy, to ask at all the person must be in
a dilemma or a predicament which he no longer feels he can
solve singlehanded,13
It is the responsibility of the intake worker to arrange with the parent
an appointment for receiving medical information for the Clinic records, A
case is considered closed during this period when no other Clinic seirwice
is received beyond this point. Table 6 shows the number of intake interviews
in the one hundred and eighty-two cases studied,
_
Gordon Hamilton, op, cit., p. 147,
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TABLE 6
CLCBED CASES, 1954, BY WCEKER CONDUCTING INTERVIEW
Worker Number of Interviews
Total 130




Six of the intake interviews were done by the referring agency. A psy¬
chiatrist and psychologist who were volunteers in the Clinic did two of the
interviews. Public health nurses were responsible for the largest n\infcer
of intake inteinriews included in this study. At this time there were more
nursers doing intake interviews than social workers. There were more nurses
in the Clinic.
Child Guidance Clinics usually have tiiree disciplines, a psychiatrist,
psychologist and psychiatric social worker. This Clinic uses the services of
four disciplines, psychiatrist, psychologist, social worker, and public health
nurse. The use of nurses as part of the Clinic's staff is one of its most
outstanding characteristics.
The standard for urban Child Guidance Clinic staffs
that developed out of the Commonwealth Fund experimentation
is a unit of Psvchiatrist, Psychologist, and Psychiatric
Social Worker.^
Some clinics use more and some use less than the standard three discip¬
lines on their staffs. It is felt that the contribution of other disciplines
can help in working toward the common goal of treatment.
Tu
Helen L. Witmer, op. cit., p. 114.
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Perhaps the outstanding feature of Child Guidance
Clinic method of work is the conbined attack made upon the
problems presented through the joint efforts of psychia¬
trist, psychologist and psychiatric social worker, as well
as other individuals and organizations which it may be
necessary to utilize in the treatment of a given problem.^^
Diagnostic Interview
When a case is not terminated with the intake interview, the diagnostic
interview follows the intake process.
Nothing not even behavior happens without cause, hence
the newer psychology devoted to the study of the motivation
of conduct, no two persons are altogether alike, hence the
psychology of individual difference, no treatment should be
undertaken without diagnosis.1^
Both parents and the child are seen at this interview. Often only one
parent is seen, the mother. It is desirable to observe the child with both
parents, A special effort is made to invite fathers for the diagnostic
interview.
It is at this point where a case is accepted or rejected for treatment.
If the psychiatrist does not see the case as one for clinic handling, he in¬
forms the parents; and gives some consultation during the interview. If the
problem is one for clinic handling, the psychiatrist makes reconmendations
for possible treatment. He makes a clinical diagnosis with the information
obtained in this interview along with other information preceeding it. Even
though the case is accepted or rejected here for treatment, it is discussed
15
Bronson Crothers, M.D., Chairman, Committee on Medical Care for Children,
Psychiatry and Psychology in Pediatrics; The Problem (New York, 1932), p. 76,
16
Maude E, Watson, Children and Their Parents (New York, 1932), p, 16,
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in a team conference before treatment begins.
The psychiatrist also determines the type of treatment for both child and
parent. That is whether it shoiold be individual treatment, group treatment
or both. In many cases a diagnostic interview only is requested. In such
cases the patient may or may not have more than one of the clinic's services.
However, if the psychiatrist indicates that fiu'ther social information is
necessary for a final diagnosis, a social worker interviews the parent for
this purpose. The psychiatrist may also request psychological testing to
make a final diagnosis. Cases with organic implications involve fiirther clinic
services through inter-agency contacts. Therefore, a case in which a diagnos¬
tic interview only is requested may utilize many of the clinic's services.
Twelve of the 182 cases studied had request for diagnostic interviews only.
Table 7 shows the nTjmber of cases vrith diagnostic interviews. These will
be shown with other services which preceded or followed the interview,
TABLE 7
CLOSED CASES, 1954, BY KIND OF INTERVIEW
Interview Nunber
Total 135
Diagnostic and Intake 56
Diagnostic, Intake, Treatment 51
Closed During Intake 16
Diagnostic Interview Only . 12
In the 56 cases with diagnostic and intake interviews, some patients were
reconmended for treatment and others were not. In the cases recommended for
treatment the patients did not follow through with the recommendations. The
12 cases with diagnostic interviews only were cases referred to the clinic
17
by other agencies for diagnostic study.
Psychological Testing
Psychological testing is not done in all the cases referred to the
clinic. If need for these tests is indicated, the diagnostician makes this
request, especially if the diagnosis is contingent upon testing. Some child¬
ren have testing before being referred to the clinic.
The worker who is assigned to the case for treatment may also request a
psychological test at any point during treatment. This is done if it is
felt that such a test will assist in understanding and interpretating the child’s
behavior. Again, the psychiatrist doing diagnostic interview only at the re¬
quest of another agency may request p^chological testing as part of the
evaluation.
The person requesting the tests sometimes indicates the type of test needed.
Some children have reading tests only, some projective tests only, and many
get the battery of tests.
Table 8 shows the number of cases with psychological data in the total
number of cases studied.
TABLE 8
CLOSED CASES, 1954, BY PSYCHOLOGICAL TESTING
Test Niamber
Total 182




The nine cases with psychological testing done elsexvhere was tested by
the referring agency. These tests were used in making the working diagnosis
where necessary. In all cases a psychological test is not needed for diag~
nosis or treatment. "The psychological study is thus an appraisal of the
child’s mental assets and liabilities, his educational capacities, his special
abilities and disabilities."^"^
Follow-up
Follow-up may or may not be done in all the cases admitted to the clinic.
This work usually grows out of the psychiatrist’s diagnostic interview.
Follow-up work is also done in a case after it has been closed. This is
done in cases where schools or other social agencies request the results of
clinic findings in a case once known to the clinic even though it is closed
at the time of the request.
Follow-up work was done in 32 of the 182 cases studied. This involved
placement, academic adjustment, medical placement, social adjustments and
other work not specified. In cases vhich involved placement, children were
placed in foster homes, institutions or returned to their om homes. Academic
adjustment was made in cases where children were having some difficulty ad¬
justing in public schools. These children were recommended for special
classes and reading clinics. In some cases they were transferred to other
schools. In cases needing further or more intensive treatment, children were
placed in hospitals and institutions. Some were recommended for medical
(physical) treatment,
17
George S. Stevenson, Child Guidance Clinics (New York, 1934), p. 86,
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Table 9 shows the nuirber of cases with follow-up. It also indicates the
different types of follow-up.
TABLE 9
CLOSED CASES, 1954, BY FOLLOW-UP








Patients have a right to accept or refuse recommendations nade by the
Clinic, In the 150 cases with no follow-up, specific reasons were not indi¬
cated in the records for this. When a patient is being treated in the Clinic
no follow-up work is done necessarily other than treatment. Inter-agency
contact is made on practically all cases, but this is not termed as follow-up.
This work is called liaison work.
As most clinics are now operated, their work ends with
diagnosis and recommendations carried out these usually being
given to the persons, schools, or social agencies who first
request the study,
18
Helen L. Witmer, op, cit., p, 324
CHAPTER III
PATIENTS
Age, Race, and Sex
In the 1S2 cases studied, two races were included, White and Negro, The
total number of white children receiving clinic services was 104 compared to
78 Negro children. Children in both races between the ages of 6 and 12 com--
prised 51% of the total number of cases. Thirty-eight per cent of the child¬
ren were between the ages of 12 and 17, The smallest number was between the
ages 2 and 6; only 12^ of the children were in this group.
The majority of the children were males. Of the 182 children one hundred
and thirty-one were males and fifty-one were females, U2% of the male child¬
ren were white and 30^ were Negroes,
Seventy-seven of these patients were recommended for treatment followed
these recommendations. Both individual and group treatment are offered to
patients in this clinic. Individual treatment is given by the four discip¬
lines: psychiatry, psychology, social work and public health nursing. The
usual procedure is that the child is seen by one therapist and the parent is
seen by another. However, in some cases it is thought best that the parent
and (Siild are seen by the same therapist.
In many cases a parent and child may receive both individual and group
therapy. This in cases where it is felt that the patient will benefit from
both types of treatment. A parent may be seen in treatment and the child
not be seen at all. In such cases, the chief difficulty lies with the
parental attitudes and behavior. Many parents being seen only get both in-
20
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dividual and group treatment. Both parents of a child are rarely seen at
the same time. Many because of long waiting list are receiving group therapy
only. This is recommended also in cases where it seems parents will particu¬
larly benefit from this treatment,
TABLE 10






Table 11 shows the nuntoer of children treated by age and race.
TABLE 11
CLOSED CASES, 1954, BY AGE AND RACE
Age White Negro
2-6 years 12 9
6 -12 years 54 38
12 -17 years 38 31
Total 104 78
A large majority of children studied come to the clinic be¬
tween their fifth and their fifteenth years, the largest group
being ten to fourteen, inclusive. The clinics tend to see
many more boys than girls.^
Treatment
Group therapy is conducted by two disciplines, a leader and an observer.
Many parents get group treatment only.
It is well known and striking characteristic of groups that
feelings both positive and negative get expressed more quickly
in groups than in psychiatric or casework treatment, because of
the support and protection menbers give one another in expression
of feelings and attitudes toward the leader. Group members can
give much interpretation to one another without undue anxiety
being engendered.^
1
George S, Stevenson, op, cit,. p, 56,
2
Gertrude Greener,"Transference Element in a Father's Group in a Child
Guidance Clinic," Journal of Psychiatric Social Work. XXIII (June, 1954),
p. 227,
23
The child is sometime seen in individiial treatment while the parent is
in group treatment. The extent and nature of treatment is determined by what
is best for the patient.
Both parent and diild were receiving treatment in 16 per cent of the
cases. The mother was the parent receiving treatment most frequently. In
12^ of the cases the mother was the parent being seen. In 3% of the cases
the father was the participating parent.
In recent years. Child Guidance Clinics have been re¬
emphasizing the importance of the father in the treatment of
the children with emotional and personality disorders, so
that today nany more fathers are actively involved, in one
way or another, from the beginning stage of application through
the diagnostic period, as well as during the period of
treatment,3
In 8^ of the treatment cases the child only was seen in treatment.
Here the objective of treatment becomes of great interest
because it means not only assisting the child to adjust to
his present environment but to develop a philosophy which will
enable him to interpret future new experiences and to adjust
to them with the ralnimiim amount of conflict and at the same
time offer a constructive contribution of his own,^
The treatment of any member of the family affects the
family group as a vAiole and makes for a restructuring of the
entire familial interrelationship,5
In cases where the child was not living with his parents, a parent sub¬




Maude E, Watson, op, cit., p, 79,
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Louise E, Gaudet, "Dynamic Interpretation and Treatment of Asthma in
the Child," American Journal of Orthopsychiatry, (April, 1950), p. 343.
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treatment in the 77 cases.
TABLE 12
GLOBED CASES, 1954, BY PERSON TREATED
Patient Number
Total 77





The individual treatment was given by the four disciplines in the clinic.
Table 13 shows the nunfcer of patients treated by each discipline,
TABLE 13





Public Health Nurse 19
Psychiatrist 15
Each discipline treats children and their parents. Patients are assigned
for treatment in team conference. Each patients in treatment receives one
hour per week in individual treatment, unless it is recommended for him to
have more intensive treatment. In such cases patients are seen for more than
one hour per week. Each therapist has a quota<f treatment cases in keeping
with his total job responsibilities.
25
Financial Status
In 128 cases, the patients were non-paying. The income of the patients
was indicated in the records on yearly, monthly, bi-monthly and weekly
bases. Sixty families gave their income on yearly bases, nine on monthly
bases, and forty-four bi-monthly and weekly. In terms of yearly income,
most of the families were in the three thousand dollar group. According to
the Statistical Abstract of the United States 1954, the average family income
was $2,500, Fourteen of these families were on Public Assistance, two lived
on savings, four supported by their families, one on Red Cross funds and three
with income not specified.
Table 14 shows the distribution of family income. Income for families
receiving diagnostic interviews only and cases closed after screening was
not included in the table.
TABLE 14
CLOSED CASES, 1954, BY INCOME
Income Nunber
Total no
$1,000, less than 2,000 8
2,000, less than 3,000 22
3,000, less than 4,000 29
4,000, less than 5,000 2?
5,000, less than 6,000 11
6,000, less than 7,000 10
7,000, and over 3
Tennination
In 36 cases the treatment was terminated by the patient directly.
Patients were indirectly responsibility for the closing of 34 cases by breaking
26
appointments. Out of the 182 cases studied, only 33 were self referrals.
That is, only 33 of the children were brought to the Clinic by parents who
were not sent by other sources. 149 of these children came to the Clinic
from schools, courts, social agencies and medical doctors. It is the parents
responsibility to follow through with Clinic recommendations. Sometimes
parents come to the Clinic for first and second interviews and terminate the
services. When patients continue to break appointments and do not notify the
Clinic or answer efforts to contact them, the case is closed. If there is
a lack of interpretation of the child's need for psychiatric services, the
patient terminates the case before treatment is completed.
In many of the cases closed after screening, consultation was given to
the parent, and other clinic services were no longer necessary. ConsiiLtation
was also given in cases terminated by patients. Table 15 shows reasons for
termination in the 182 cases studied.
TABLE 15
CLOSED CASES, 1954, BY REASON FOR TERMINATION
Reason Number
Total 182
Closed After Screening Interview 36
Treatment Terminated by Parent 36
Broken Appointments by Parent 34
Patient Improved 24
Diagnostic Interview Only 12
Case not Treatable in Clinic 11
Family Over Income 10
Family Moved Away 9
The point at which active relationships are broken off
is determined in part by the patient's or parent's own de¬
cision, in part by the clinic's-of-thtmb estimate of the
27
degree of adjustment reached and the relative advantages
and disadvantages in terms of the patient's welfare and
the clinic's other responsibilities of further efforts
at treatment.®
Where the patient's expressed wish is the keystone of
case precedvire, the case is closed when, in the opinion of
the staff, the patient is ready to leave and can be brought
to this point,?
Sometimes a case is closed by the patient's withdrawal
before the clinic staff feels the is rigjit; no effort is









COMPARISON OF PRESENT FINDINGS WITH 1949 STUDY
In 1949 a similar study was done of the clinic services. At that time
the clinic had been in operation for five years. Its objective and function
were the same as they are at the present time.
The objective of such a clinic is held to be bettering
the adjustment of children to their immediate environment,
with special reference to their emotional and social re¬
lationships, to the end that they may be free to develop to
the limit of their individual capacities for well-balanced
matiarity. Child Guidance Clinic staffs no longer think
primarily in terms of prevention but are interested in
helping children with their present problems for the sake
of present satisfactions. To this end, the clinic offers
its social, psychiatric, and psychological services to child¬
ren and their parents and, in addition, usually carries on
a program of education designed to spread a knowledge of
mental hygiene throughout the community,'^
The clinic used four disciplines. The same services were being offered.
There were 155 cases studied in 1949, and 182 in the present study.
The sources of referral were the same, with a few exceptions. In 1954,
there were no referrals from churches in the 182 cases studied. In 1949,
no referrals were included in the 155 cases studied from former patients and
friends. In 1954, 41.4 per cent of the referrals came to the clinic from
public schools. In 1949, 38.9 per cent of the referrals were from public
schools.
Table 16 shows the nuntoer of referrals and the sources of referral in
the 155 cases studied in 1949.
More referrals came to the clinic in 1954 from public schools than in
1




CLOSED CASES, 1949, BY REFERRAL SOURCES
Referral Source Nuniber Per Cent
Total 155 100.0
School 52 38.9
Social Agency 40 20
Parent 30 .51
Medical 32 • CO
Chiarch 1 .155
1949« In the present study also, three more referrals came through parents
and four more from medical sources. Social agencies vrere responsible for
more referrals in the 1949 study than in the present study. 31 of the re¬
ferrals in the present study came from social agencies.
Table 17 shows the per cent of school referrals in 1949 and the per cent
of referrals in the present study.
More referrals were made by principals in each study than by coxinsellors.
Teachers made the majority of referrals in 1954« There were no referrals
by school nurses in 1949. The referral sotirce data was more complete in
1954 than in 1949,
Only four medical sources made referrals in the 182 cases in 1954, vdiile
six were included in the 1949 study. Table 18 shows these sources and the
per cent of referrals made by each.
Thirty-one referrals of the 182 cases v/ere from social agencies. These
referrals came through eight different agencies. Of the 155 cases in 1949,
30
TABLE 17
CLOSED CASES, 1%9 and 1954, BY SCHOOL REFERRAL






Research Department 3. 1.1









Public Health Nurse ....... 4.
Private Physician 2.4 11.








South West Health Center 1.1
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40 vrere referred through social agencies. Table 19 shows these agencies and
the per cent of referrals made.
TABLE 19





Board of Public Welfare 11, .7
Industrial Home School 7. 1.1
Juvenile Court ,2 5.
Children’s Village .4 1.1
Catholic Charities .4
Jewish Social Service .4
Baptist Home for Children. . . . «4
National Training School .... .2
Travelers’ Aid .5
Police Department 1.1
Children’s Protective Agency . . 1.1
Family and Child Services. . . . .5
Even though the Board of Public Welfare is responsible for referrals
from Industrial Home School, Children’s Village, the names of these insti¬
tutions are listed in the records as so-urce of referral. This is probably
due to the fact that the child was in the institution at the time of
referral.
There were no referrals made by former patients, parents and friends in
the 155 cases studied in 1949» In the 182 cases studied, 33 referrals were
made by parents, 6 by friends and 3 by former patients. One referral was
made in 1949 by the church, none were included in the present study.
Of the 182 cases 149 had intake interviews, while 124 of the 155 cases
had intake interviews. Table 20 shows the number of intake interviews in
32
1949 and the niimber in the present study also.
TABLE 20




Public Health Nurse 23. 53.




Sixteen cases were closed at intake in the present study and four were
closed at intake in the 1949 study. That is no further service was received
on these cases after the intake interview.
In the present study 119 cases had diagnostic interviev;s. In 1949, 144
of the 155 cases had diagnostic inteindews. Table 21 shows cases with diag¬
nostic interviews.
More patients followed through to treatment in the 155 cases than in
the present cases studied. In the present there were more diagnostic inter¬
views only than in the 1949 study. The cases with diagnostic and intake
interviews were more than double the number in the present study.
Seventy-seven of the cases in the present study had psychological testing
data, 105 of these cases had no psychological data. In the 155 cases, 92
had psychological testing and 63 had no psychological data. Table 22 shows
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the number of cases with psychological data in both studies.
TABLE 21




Diagnostic and Intake 12.2 31.
Diagnostic, Intake, Treatment . . 15.8 28.
Diagnostic Interview Only .... 15. 7.
Emergency Diagnostic 3.6
TABLE 22






Cases with no Data 25. 58.
By Clinic Psychologist 28. 38.
Done Elsewhere 45. 9.
More of the cases in the present study had no psychological data than
in the 1949 study. The clinic psychologist did more of the tests in the
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present than was done in 1949. Cases with testing done elsewhere are cases
with the test done by the referring agency. More of these cases were in-
cliaied in the 1949 stucty than in the present one.
Three races of children received sei^ices in the clinic in 1949j White,
Negro, and Oriental. The majority of these patients were White. 75^ of
the cases were White, 51^ male and 2k% female, 16^ of the Negro patients
were male and 1% female. There were only two Orientals and both were males.
In the 182 cases only two races were included. White and Negro, The
majority of these patients were White, which comprised 68^, 131 of these
patients were rrales and 51 were females, 76 of the patients were Negro, ^2%,





The first study of this clinic was done in 1949* The clinic had been in
operation five years. At the time of the present study, the clinic had been
in operation for ten years. During this time the clinic has grown from a
small consultation service to a Child Guidance Clinic, The clinic uses the
services of four disciplines and at the present time has a staff of ten full
time workers.
The clinic offers two types of treatments to its patients, individual
and group therapy. The goal of treatment is to help parents and children
participate in a therapeutic process whereby both undergo a growth experience.
All children with psychiatric conditions which will respond to and are
accessible to psycho-therapy are eligible for clinic services.
This clinic treats a majority of male patients of which the larger number
is White, 68% are White and 1+2% are Negroes, The majority of the Negro
patients are males also.
Most of the patients are non-paying. The larger number of families are
in the three thousand and four thousand dollar income group. Fourteen of
the families included in the present study are recipients of Public Assist¬
ance, Some are being supported by their families, living on savings, and
funds from other social agencies.
The problems which bring the children to the clinic are numerous. Many
children are known to the clinic for problems in sex adjustment. Children
are also referred for diagnostic studies only.
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The services of this clinic are used extensively by schools, social
agencies, medical doctors and other interested persons who have the knowledge
of the clinic services. Schools make the largest number of referrals to
the clinic.
Conclusions
The number of Negro children being treated in the clinic has increased.
2k% of the 155 cases in 1949 were Negro while U2% of the cases in the present
study are Negro. Male patients are referred more often than female patients.
The majority of children receiving clinic services are VJhite.
The fiinctions and objectives of the clinic have been the same throughout
the ten years of operation. The clinic was established to serve children
with emotional and behavior problems in the District of Columbia, and has
offered diagnostic, treatment, and consultation seinrices for the past ten
years, Mich community educational work is being done by the clinic through
workshops, in-service training of other professions, and through the student
training program.
Public schools referred more children to the clinic in 1954 than in 1949.
The referrals from social agencies decreased since the time of the first
study. There were no self referrals in the 155 cases studied in 1949, where
33 of the 1S2 cases in the present study came to the clinic through parents
recognition of the child's problem,
A larger number of patients followed through with treatment in 1949
than in 1954. More of the patients in the first study had psychological
testing than in 1954, The majority of patients who receive treatment in this
clinic are the three thousand dollar income group.
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The segment of the population using the clinic's services is the average
income group. 22 of these families were in the $2,000 and $3,000 groups.
There were 29 in the $3,000 and $4,000 group.
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